a nonclinical sample have shown that internalization of aversive experiences would increase vulnerability to depression; and recollections of such experiences would directly and indirectly (through shame) increase paranoia (Pinto-Gouveia, Matos, Castilho, & Xavier, 2014) . Gilbert et al. (2001) explored the similarities between auditory hallucinations and critical thoughts in psychosis and depression and found that similar defensive strategies were activated to respond to both experiences. Hutton et al. (2013) found that people with psychosis engaged more often in hateful selfattacking strategies and used self-reassuring less often than controls, but not when comparing to depressed patients.
FOC have been conceptualized as eliciting defensive strategies to protect the self, therefore, it would be interesting and innovative to explore the differences and similarities between these two populations. This study sought to characterize FOC in psychosis, comparing it to results from nonclinical and depression samples.
We hypothesize that people with psychosis would present higher levels of FOC than nonclinical samples and we want to explore the differences with depression.
We also aimed to explore the role of FOC in the relationship between paranoid conviction, and paranoia-related distress, two important variables when working psychotherapeutically with people with psychosis (considering both the classic cognitive models and the contextual therapies' models of psychosis).
Material and methods

Participants
Seventy-two participants were enrolled in this study (see Table 1 ). Inclusion criteria were: diagnosis of a psychotic-spectrum disorder; age equal or above 18 years old. Patients with cognitive deficits or symptomatology impeding participation (assessed by their psychiatrist) were excluded. Results from the simple mediational analyses regarding FOC subscales as mediators of the relation-ship between paranoid conviction and distress can be found in Table 4 . No mediational effect was found when considering FOC for others as a mediator. Models considering FOC from others and for the self explained 41%
(F = 24.1150***) and 42% (F = 24.9164***) of the variance, respectively.
Discussion
To our knowledge this is the first study to explore the FOC in psychosis and its contribution to the relationship between paranoid conviction and distress. Our results showed that patients with psychosis showed higher levels of FOC comparing with nonclinical samples, but not when comparing with people with depression. Previous research has found higher levels of hated self-attacking in patients with depression when compared to people with psychosis (Hutton et al., 2013) , which can contribute to a higher vulnerability to FOC. On the other hand, we hypothesize that some psychotic symptoms (e.g. asociality -a withdrawal from social contact due to indifference or lack of desire) may have influenced these results. This lack of interest in social connection is usually not present in people with depression, which still desire for group inclusion, and this, combined with helplessness, entrapment and defeat feelings (Gilbert & Allan, 1998), might potentiate FOC. Further research is needed and it would also be interesting to explore FOC in subsamples of different types of paranoia since 'bad me' paranoia may resemble depression.
FOC were associated with each other and these results are similar to those found in other clinical samples (Gilbert et al., 2014) . However, in contrast with other studies, in our study significant associations were also found of fear of compassion for others with the other types of FOC. We speculate that in people with psychosis the reduced sources of soothing and safeness, especially in social interac-tions may influence the perception of affiliative emotions as aversive thus creating sources for threat activation, even in the context of expectable soothing experiences. Therefore, people with psychosis may associate the fears of compassionate-relating with each other, in all its different flows, considering their perceived negative consequences (emotional, social, or other) which would function as a com-mon denominator to activate the threat system. Another possible explanation for these results is that this might be influenced by difficulties in social perception, mentalizing and empathic recognition of suffering. These competences are known to be diminished in people with psychosis (Bora, Yucel, & Pantelis, 2009) . Therefore, the inability to recognize and empathically connect with suffering of others/ self might give rise to a fearful response independent of the source of compassion. These are interesting theoretical hypothesis that could be explored in future studies.
Associations between the three FOC and paranoid conviction and paranoidrelated distress were significant and a mediating role of FOC (from others and self) was found. These results are in line with previous studies that found self-compassion as a mediator of the relationship of psychosis-type expe-riences and distress (Bolderston et al., 2014; Rothwell et al., 2015) . Other related studies have stressed the importance of lower levels of self-reassurance abilities in persecutory delusions (Hutton et al., 2013) , other positive symptoms and insight (Eicher et al., 2013) .
Regarding the different pattern of results found for FOC for others, our results are in line with results from previous studies (Gilbert et al., 2011 (Gilbert et al., , 2012 (Gilbert et al., , 2014 and, as has been suggested, it is possible that different mechanisms are involved in the fears of giving compassion to others (e.g. Gilbert et al., 2014) . In psychosis, it may be the case that fears of giving compassion have more relevant role in interference in socialoriented behaviors than with intrapersonal consequences of paranoia (e.g. distress).
It has been proposed that, for some individuals from difficult backgrounds, affiliative experiences may activate the threat-defense system, which would block the mentalizing process (Liotti & Gilbert, 2011) . In individuals with psychosis since mentalizing abilities are usually impaired we may hypothesize that a vicious cycle may take place hampering the distress recognition and blocking the motivation to compassionate responding. 
